Oral Kanamycin prophylaxis may protect premature infants from NEC presumably by suppressing enteric colonization. In a randomized double-blind study, 49 infants received 5 mg/kg t.i.d. of Kanamycin orally 24 hrs. prior to the first feed and continued for 24 days and 50 were given placebo. The gestational ages (31.9 + 2.1 wk M 2 SEM) and birth weights (1.6 5 0.4 kg) were comparable between the 2 groups. Traated infants had significant. reduction (p <0.05) in the rate of coliform colonization on day 3-5 (12 vs. 42%). 10 (32 vs. 60%). 17 (50 vs. 82%) and 24 (57 vs. 87%). Three of 49 treated infants with negative flora developed NEC, compared to 9 of 50 controls, 7 of whom had significant enteric colonization. The prophylaxis did not significantly alter the incidence of NEC but suggests a partial protection. Prophylaxis also produced a significant increase in the prevalence of Kanamycin resistant coliforms in treated infants by day 17 and 24 (48 vs. 24%. (p <0.05) . Because of proportionately small number of treated infants relative to nursery population (no more than 5 of 35 were being treated) nursery epidemiologic surveillance revealed no increase in Kanamycin resistant organisms during the study period. Thus, Kanamycin prophylaxis may be recomnended for partial protection from NEC, but due to the emergence of potentially pathogenic Kanamycin resistant coliforms. should be used only in a limited group of high risk infants to maintain a low proportion of treated infants within the nursery Early onset neonatal sepsis often presents as respiratory dis tress. To prospectively define the criteria for its early diagnosis, a battery of laboratory tests and duplicate blood cultures wereperformed within the first 12 hrs of life in 116 consecutive infants presented with respiratory distress. Nine infants were septic (6 with group B Streptococcus, 1 each with P. Pneumonea, E. Coli and P. Aerogenosa). There was no significant difference between septic and non septic infants in gestational age, birth weight, duration of ruptured membranes, platelet count, band count, micro sedimentation rate or roentgenographic findings. Septic infants had significantly higher incidence of positive gastric gram stains for bacteria and polymorphonuclear cells, lower white blood count (<10,000/mm3), lower absolute neL trophil count (<4500/mm3) (all p <0.05) , and positive buffy coats for bacterla (4 of 4). Six of 7 infants had nitroblue tetrazolium (NBT) incorporation of >60% (normal in newborn <30%) or no neutrophils on the NBT smear. Using criteria of leukopenia and neutropenia defined above, all septic infants would have been identified and 23% of non-septic infants would be falsely identified. Though tedious, addition of buffy coat and NBI test to the diagnostic regimen would have identified all septic infants without false identification of non septic infants. White blood count and differential is the simplest and most reliable indicator for,early diagnosis of early onset sepsis of azu1nn' --. Assessment of the risk of kernicterus would be aided greatly by the availability of a rapid, accurate, micromethod for the frequent measurement of bilirubin, non-albumin bound bilirubin, albumin binding capacity and reserve binding capacity. We have evaluated such a method using the Bell Labs hematofluorometer which requires only three drops of whole blood (150~1) to measure these parameters in 77 infants, birth weight 737 to 3950 gms .
Values for albumin-bound bilirubin by this method compared favorably with total serum bilirubin values obtained by the Jen. drassik-Grof method (r=0.78). Albumin binding capacity ranged from 14 mg/dl in the smallest infant (737 gm) to 25.6 mg/dl in an infant over 3 kg. Reserve binding capacity ranged from 5 to 35 mg/dl and correlated directly with HABA binding capacity 
*
The buffering reserve of mildly distressed term neonates was studied in 15 tachypneic babies with a clinically suspected aspiration syndrome, 8 of whom received HCO3 therapy (Rxt) and 7 of whom did not (Rx-). Both groups had mean 1-min Apgar scores 15 and remained more tachypneic than controls (CON, N=17) during Days 1-4 of life. There were no differences in wt loss, birth wt, gestational age or 02 requirement among the 3 groups and there was no difference in respiratory rate between Rx+ and Rx-.
(See temperatures, blood gases, serum lactic acid, qlucose and calcium levels, and the presence and severity of RDS. Discriminant analysis of data revealed that NHRV in healthy preterm infants was inversely related to heart rate level and directly related to tht infant's post-natal age. In healthy babies whose range of gestation was limited to 32-36 wks., there was no significant correla. tion between NHRV and G.A. Decrease in NHRV was significantly rrlated to the severity of RDS. Decreased NHRV significantly differentiated the infants with RDS from normal controls from the first hour of life and patients with RDS who died from the patients with RDS who survived after the fourth hour of life. This data reveals that NHRV a) should be corrected for heart rate level and postnatal age, b) is decreased in RDS, and c) can be used as a predictor of course and outcome from RDS.
